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a  b  s  t  r  a  c  t
INTRODUCTION:  Abdominal  pregnancy  though  scarce  is  associated  with  considerable  morbidity  and  mor-
tality. Few  cases  till now  have  been  diagnosed  or managed  by laparoscopy.
CASE  PRESENTATION:  In  this  study,  a case  of  an abdominal  pregnancy  in  a  woman  with  intrauterine
contraceptive  device  (IUD)  in  situ  and  a history  of  cesarean  section  is  described.





of  abdominal  pregnancy  .It  was  located  medial  to the  pelvic  sidewall,  lateral  to the  uterus,  inferior  to  the
fallopian  tube  and superior  to  the  pelvic  floor.
CONCLUSION:  The  pregnancy  was  in  the  location  of  the  left broad  ligament  which  was  diagnosed  on
laparoscopic  evaluation.
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1. Introduction
Implantation of a blastocyst anywhere other than the
endometrium of the uterine cavity is defined as ectopic pregnancy
(EP) [1]. Despite its low incidence, high maternal morbidity and
mortality due to hemorrhage has categorized it as an obstetrical
emergency [1,2]. Regarding tubal pregnancies, in a woman with
abnormal uterine bleeding or abdominal pain and positive preg-
nancy test, ultrasound often offers the accurate diagnosis [1,2].
With regards to non-tubal pregnancies, however, the diagnosis
is more challenging [3]. Abdominal pregnancy as a form of non-
tubal EP, constitutes a small percentage (less than 2%) of all EPs
[4,5]. Abdominal EP could be developed either through primary
implantation of a fertilized ovum on the peritoneal surfaces or via
secondary attachment of the blastocyst following tubal abortion
or rupture [3,6]. Pelvic sidewall, broad ligament and large pelvic
vessels are all among the probable locations of abnormal implanta-
tion [6,7]. There are only a few studies in the literature concerning
laparoscopic diagnosis and management of abdominal pregnancy.
Here, we present a case of an early broad ligament pregnancy diag-
nosed and successfully managed by laparoscopy. This case report
has been reported in line with the improved SCARE checklist. The
SCARE Guidelines were published in 2020 [8].
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. Case description
A 27-year-old Gravida 2 para 1 woman  with no medical, allergy
istory and drug use referred to the emergency ward of Obstetrics
nd gynecologic of university-based Hospital. Her chief complaints
ere vaginal bleeding and abdominal pain. She had a cesarean
ection for twin pregnancy 7 years ago and inserted a copper T
UD since then. On arrival, her initial vital signs were normal. On
etailed examination, slight vaginal bleeding was noted and IUD
tring could be seen in the usual place. Bimanual pelvic examina-
ion was  normal, except for mild tenderness in the left adnexal
rea. Due to her positive pregnancy test and persistent pain she
as  admitted and IUD was  removed. Based on her last menstrual
eriod (LMP), she was  estimated to be in 5th weeks of gestation.
n transvaginal sonography, uterus size was  90 × 55 × 50 mm with
ndometrial thickness of 10 mm.  No evidence of gestational sac
ould be seen in the endometrial cavity. Both ovaries had nor-
al  size. However, a mass of 29 × 20 mm size with vascularity was
etected in the left adnexal region which was  tender on probe pres-
ure. Her human chorionic gonadotropin (HCG) titer of 18059 IU/L
trongly suggested an EP probably of tubal origin. Hence, she was
cheduled for laparoscopic surgery. Laparoscopy was done by two
ellows of minimally invasive gynecologic surgery under the direct
upervision of their attending surgeon. On initial inspection, uterus
as  larger than normal. There was a thick fibrotic band from the
undal to cervical region which was densely adhered to the anterior
bdominal wall. Both ovaries and fallopian tubes appeared normal.
pproximately 50–60 ml  of blood was suctioned from the poste-
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Fig. 1. Laparoscopic view of ectopic pregnancy (posterior view).
*Trophoblastic tissue.
a: Uterus.
b: Left uterosacral ligament.
























































rior cul-de-sac. On more detailed inspection, a hemorrhagic lesion
lateral to the left uterine artery with active bleeding was  observed.
It was about 4–5 cm in size consisting mainly of trophoblastic tis-
sue and clot which located lateral to the left uterosacral ligament
(Fig. 1). Due to the vicinity of the ureter, first, ureteral dissection was
performed. After adhesiolysis and lateralizing the left ureter, most
of the lesion was resected and sent for pathologic evaluation. The
remaining area was cauterized and SURGICEL®powder (Ethicon,
Johnson & Johnson Medical Devices Companies, USA) was  applied
for better hemostasis. There were also some endometriotic lesions
on the right uterosacral ligament which were ablated. Given the
high titer of HCG which was suspicious for gestational trophoblas-
tic disease, the patient was given an intramuscular injection of 60
mg methotrexate (MTX) following surgery. After two days, HCG
titer decreased to 5096 IU/L and ultrasound revealed no abnor-
mality. Subsequently, our patient was discharged and was weekly
followed by HCG titer until it was undetectable in blood. Histologic
assessment confirmed conceptional products without any cellular
invasion.
3. Discussion
Non-tubal and in particular abdominal EP is exceedingly rare
[5]. Our case was a brief description of a broad ligament pregnancy
as a subcategory of abdominal pregnancy. This diagnosis was based
on its definition with regards to anatomic location of EP. As for our
case, the broad ligament pregnancy is located somewhere medial
to the pelvic sidewall, lateral to the uterus, inferior to the fallop-
ian tube and superior to the pelvic floor [5]. Regarding the common
risk factors for EP, she had at least two predisposing factors, her past
cesarean surgery and IUD usage. Although intrauterine contracep-
tive devices (IUD)s are effective in prevention of both intrauterine
and extrauterine pregnancies, in case of failure, the risk of EP is ele-
vated [1,9]. Among different methods of contraception, history of
IUD insertion has been associated with increased risk of EP which
is also positively correlated with the years of usage [2]. This is
believed to be the result of inflammation caused in the pelvic region
[2]. The EP in our case could have resulted from tubal abortion
or from migration of the blastocyst via a fistulous tract in the fal-
E
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opian tube or the uterine wall. Also, according to a similar study
y Kutlešić et al., a false route could have been developed as a
esult of incomplete uterine healing following cesarean section
hrough which the embryo could have passed [10]. The presence
f dense adhesions at the site of cesarean scar was already indica-
ive of poor healing process. What should be considered in surgical
anagement of abdominal EP is the possibility of heavy intra-
perative bleeding especially when serum HCG levels are more
han expected [10]. For our patient, blood reserve had been done
nd the possibility of conversion of surgery to laparotomy had
een explained to her beforehand. Moreover, anesthesia team were
ully informed and other attending surgeons were requested to be
vailable in case of massive bleeding. Various methods have been
uggested for controlling the bleeding of EP site including injection
f vasopressin, applying electro surgery or temporary ligation of
ypogastric artery [7,10,11]. For the present case, the ectopic tis-
ue was resected using harmonic scalpel (Harmonic ACE; Ethicon,
omerville, NJ) and the remaining oozing points were controlled by
sing SURGICEL®powder. Another key point in managing abdomi-
al EP is the proximity of these lesions to the vital organs like major
lood vessels or ureter as for our case [11]. Laparoscopy as a mode
f minimally invasive surgery with desirable magnification helped
s for complete and delicate ureteral dissection and separation of
he gestational products from adjacent tissues. Since 200 years ago
hen the first abdominal pregnancy was reported, several case
eports have been published, but most of them were managed
y open surgery rather than laparoscopy [5,11]. Early detection of
bdominal EP, therefore, is crucial in order to be able employ less
nvasive surgical methods [11]. For those who have no intention to
ave children, bilateral salpingectomy is recommended to reduce
oth the risk of EP recurrence and ovarian malignancy [1,2,11]. This
rocedure was not carried out for this patient given her desire to
ecome pregnant. Any discussion on this case would be incomplete
ithout commenting on the ethical aspects of the consent process.
er mother played an important part in the decision-making pro-
ess. Finally, she was  agreed to a minimally invasive procedure.
n the end she was thankful to the doctors and medical staff. she
eclared that she would be happy the other doctors and medical
tudents learn from the case and didn’t mind her condition being
iscussed.
. Conclusion
Although broad ligament pregnancy is an unusual and uncom-
on  form of EP, it should be reflected on whenever abnormal
regnancy especially with high HCG titers is encountered or some
articular risk factors like previous surgeries and prolonged IUD
sage have been accompanied. With early detection, it could be
afely and effectively managed by minimally invasive methods.
n conclusion what this study adds to the literature apart from
escribing a rare condition is that even when we are encountered
ith non-tubal types of ectopic pregnancy like broad ligament
regnancy, minimally invasive surgical methods could be safely
pplied in proper management of these cases.
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